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What is already known about the topic?
 Cardiovascular disease, which includes coronary heart
disease, is one of the leading causes of mortality and
morbidity worldwide.
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A B S T R A C T
Background: Patients affected by acute coronary syndrome (ACS) report several symptoms
subsequent to their discharge from hospital. These symptoms prolong their sick leave and
complicate their return to the normal activities of everyday life. To improve health
outcomes and establish quicker recovery for these patients, there is a need to better
understand patients’ perceptions of their illness.
Objective: To explore patients’ experiences of ACS during their hospital stay.
Design: A qualitative interpretative interview study was conducted among patients
during their hospitalization for ACS.
Setting: The study was performed in two designated coronary care units at a hospital in
Sweden.
Participants: Twelve participants (ﬁve women and seven men; age range, 45–72 years),
hospitalized with a diagnosis of ACS, were included in this study.
Methods: Patient narratives were recorded and transcribed. The records were later
analyzed using a phenomenological hermeneutic approach.
Results: Patient experiences of ACS were formulated into one main theme: ‘‘awareness
that life is lived forwards and understood backwards’’. Two minor themes predominated in
this main theme. The ﬁrst was a sense of ‘‘struggling to manage the acute overwhelming
phase’’, which included four sub-themes: onset of life-threatening symptoms; fear and
anxiety; being taken by surprise; and experiencing life as a hazardous adventure. The
second theme was ‘‘striving to obtain a sense of inner security’’, which also included four
sub-themes: searching for and processing the cause and its explanation; maintaining a
personal explanation; dealing with concern and uncertainty; and having a readiness to
negotiate with life-pattern activities.
Conclusions: Hospitalized patients affected by ACS consider the cause of the onset and
prepare to optimize their future health. These patients construct personal models to
explain their disease, which may persist throughout continuum of care. One way to
improve health outcomes for patients with ACS is to establish a shared knowledge about
the illness and formulate personal care plans that cover the hospital stay as well as
possibly extending into primary care after discharge, based on the patients’ point of view.
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various symptoms after discharge from hospital which
complicates the return to everyday life.
 Healthcare professionals and patients with ACS are non-
concordant in terms of information about medication
and the rehabilitation after an ACS event.
What this paper adds
 Patients with ACS are already prepared during the
hospital stay to discuss their forthcoming goals.
 Patients affected by ACS are capable during hospitaliza-
tion to construct personal models which serves as an
explanation for being affected of the disease.
 Healthcare professionals need to pay attention to patient
perspectives and through a carefully performed dialog
formulate a personal care plan for each patient with ACS.
. Introduction
During recent decades, coronary heart disease (CHD)
ortality rates have gradually declined in Sweden (Dudas
t al., 2012) as is the case for most northern and western
uropean countries. However, in some of these countries,
is reduction is beginning to plateau. Reductions in
ardiovascular disease (CVD) are the result of improve-
ents in primary prevention, resulting from the adoption
f a healthier lifestyle among the general population. CVD
auses over 4.3 million deaths annually in Europe and is
till the main cause of death for women and men in almost
ll European countries. Moreover, CHD by itself is the main
ause of mortality in Europe before the age of 75 as well as
5 (Rayner et al., 2009).
Acute coronary syndrome (ACS) manifests as clinical
igns and symptoms of myocardial ischemia: unstable
ngina pectoris (UAP), non-ST-elevation myocardial infarc-
on (NSTEMI) and ST-elevation myocardial infarction
TEMI). ACS represents the third most common cause of
ng-term illness in Sweden (Register of Information and
nowledge about Swedish Heart Intensive care Admissions
IKS-HIA], 2007). The Swedish National Board of Health
ecommends sick leave for approximately 4 weeks after
ospitalization for ACS (The National Board of Health and
elfare, 2007). However, 2007 statistics showed that the
roportion of patients still on full-time sick leave 8 weeks
fter ACS was reported to be nearly 40% and, after 1 year,
pproximately 25% of patients in Sweden required part- or
ll-time sick leave related to their ACS episode (RIKS-HIA,
007). The perceived work performance appears to be
ssociated with age, physical function, perceived disease
everity and symptom burden (Ellis et al., 2005). Patients’
erception of their illness inﬂuences health outcomes and
as an important role in whether they return to work after
n ACS event (Petrie et al., 2002). Although patients will
ecover physically from the myocardial injury, some may
xperience residual symptoms that cause suffering and
revent their return to work (Alse´n et al., 2010).
Symptoms related to ACS cover a wide spectrum. Chest
ain is the most commonly reported symptom of ACS in
oth men and women. However, there are a variety of other
ymptoms also associated with impending ACS, including
pain in the arm, shoulder, neck and back; fatigue; sweating;
nausea; and shortness of breath (Berg et al., 2009; Coventry
et al., 2011; O’Donnell et al., 2012). Men, especially younger,
are more likely to be affected by ACS (Coventry et al., 2011).
During the onset of ACS, women are reported to experience
several and often more atypical symptoms than men (Berg
et al., 2009; Coventry et al., 2011). Inconsistencies have also
been reported for gender differences in pre-hospital delay at
the onset of ACS (Coventry et al., 2011). Many patients
diagnosed with ACS report persistent fatigue (with or
without concomitant depression) as a clear symptom that
can have a negative impact on daily life (Alse´n et al., 2010).
Moreover, patients with diseases such as ACS report that
they feel confused about the treatment and the severity of
their disease (Attebring et al., 2005; Roebuck et al., 2001)
and experience fear, anxiety and uncertainty during the
acute phase of their disease as well as after discharge from
hospital (Frasure-Smith et al., 1997; Jensen and Petersson,
2003; Svedlund et al., 2001).
Healthcare professionals and patients do not always
have the same priorities regarding what information is
most important to consider (Timmins, 2005). Studies have
reported that there is often a failure to provide patients
with ACS with the appropriate information about their
condition, and noticeably shorter hospital stays after ACS
may lead to a lack of adequate information after discharge
(Oterhals et al., 2006). Patients also experience conﬂicting
information about their medication(s), resulting in patient
dissatisfaction and doubt concerning the treatment
decisions and competence of healthcare professionals
(Dunckley et al., 2007). There is a well-known discrepancy
in patient adherence to cardiovascular medication(s)
(Calvert et al., 2012), which is also seen during rehabilita-
tion after ACS. The importance of secondary prevention
programs aimed at reducing risk factors and improving the
functional status and quality of life in patients with ACS is
well-studied (Clark et al., 2007). However, these programs
will remain ineffective for patients that fail to comply with
the programs; a common problem according to several
studies (French et al., 2006). One explanation for this lack
of compliance is related to patients’ own beliefs about their
illness, which inﬂuences their health behaviors and
outcomes after an ACS event. Previous studies reported
that patients who viewed their condition as controllable
were more likely to attend cardiac rehabilitation (French
et al., 2006). Consequently, there seems to be a gap in
healthcare between the care that each patient with ACS is
offered and the care that is actually accessed by the patient.
It is essential to reduce this discrepancy in the healthcare
system and strengthen the interaction between healthcare
professionals and patients with ACS to reduce suffering,
improve concordance between healthcare professionals
and the patients and establish better conditions for these
patients to return to work or other desired activity. The
purpose of this study was to explore patients’ experiences
of ACS during their hospital stay with these goals in mind.
2. Method
The lived experience is personal but it is possible to take
part in peoples’ experiences by interpreting narratives as
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A. Fors et al. / International Journal of Nursing Studies 51 (2014) 430–437432xts (Ricœur, 1976). To understand and decipher patient
rratives, a phenomenological hermeneutic approach
as used, inspired by Ricœur’s interpretation theory
indseth and Norberg, 2004). The method involves
terpreting the meaning of a text in a structural and
mprehensive way and has been developed over the past
o decades and subsequently been used in several studies
.g. Ekman and Skott, 2005; Svedlund et al., 2001).
. Patients and setting
The participating patients were selected from two
ronary care units (CCUs) at a university hospital in the
estern part of Sweden, which serves a population of
ost one million people. To ensure a cohort consisting of
th men and women and a broad age range, a strategic
mple was applied. The following inclusion criteria were
ed: (a) a diagnosis of ACS or suspected ACS (working
agnosis) made on the basis of symptoms and electro-
rdiographic changes and/or conﬁrmed by an abnormal
vation of cardiac enzyme levels; (b) referred for
ronary angiography; (c) hospitalized in CCU; and (d)
ving a physical and mental capacity to participate in an
terview-based study during their hospital stay.
Patient characteristics are described in Table 1. Twelve
tients with ACS, comprising ﬁve women and seven men
ed 45–72 years (median age, 62.0 years) were included.
ost patients were married and employed. The length of
spital stay ranged between 4 to 14 days. At discharge, all
tients had been diagnosed with ACS as their main
agnosis, with seven patients diagnosed with NSTEMI/
EMI (I.21 [ICD 10]) and ﬁve patients diagnosed with UAP
20.0 [ICD 10]).
. Ethical consideration
Patients were invited to participate by a registered
rse (RN) at the CCUs when they were considered as
nically stable. None of the patients who were asked to
rticipate declined. The patients gave their informed
nsent to participate in the study, which was approved by
e Regional Ethics Committee and conformed to the
lsinki Declaration. The patients were informed that if
ey felt that some issues were too sensitive to discuss they
could withdraw from the study at any time. Patients were
also offered to consult with a counselor if required. The
interview responses were treated with full conﬁdentiality.
2.3. Interviews
The interviews were carried out by the ﬁrst author or by
a designated RN who was afﬁliated with the research unit
at the hospital and familiar with the aim of the study. All
interviews were performed during hospitalization in the
patients’ rooms or in a private room near the CCU. The aim
of the interview was explained to the interviewees who
were encouraged to speak freely about their experiences of
being affected by ACS. To encourage narration, the patients
were asked broad, open-ended questions. The opening
question was: ‘‘Could you please tell me what happened
and how you felt when you were admitted to hospital?’’.
The interviewer listened to the interviewees and their
narrations were tape-recorded and later transcribed
verbatim (mean time for each session was 25 min).
Throughout the interview, to obtain comprehensive
responses, the interviewer would interject with follow-
up questions, such as: ‘‘Can you please tell me more about
that?’’, ‘‘Can you give me an example?’’ or ‘‘How did you
feel?’’. The interviews were conducted until the authors
considered the research question to be answered in full.
3. Interpretation and ﬁndings
The interpretation of the narration consisted of three
interrelated phases: naive reading, structural analysis and
comprehensive understanding (Lindseth and Norberg, 2004).
First, the narratives were read repeatedly to obtain an
immediate sense and broad picture of their contents. Next,
each text section was read speciﬁcally and the meaning
units were identiﬁed and excerpted from the text. These
units were critically reviewed in relation to the naive
understanding. Similar patterns were then determined and
sub-themes created to formulate the themes. We adopted a
transparent and critical approach to our pre-understanding,
which included the clinical experiences from cardiac care
(second and third author) and secondary prevention in
primary care (ﬁrst author). We regularly reﬂected upon and
discussed different interpretations of the text. In the ﬁnal
ble 1
aracteristics of the study group.
Nr Gender Age Civil status Work status Diagnosis at discharge HDI LOS
1 Female 62 Married Working I21.4B Acute subendocardial infarction, diaphragmal 3 4
2 Female 63 Married Retired I21.4 Acute subendocardial infarction 4 5
3 Female 63 Married Working I20.0 Unstable angina pectoris 8 11
4 Female 72 Married Retired I21.1 Acute transmural diaphragmal infarction 3 11
5 Female 59 Married Working I20.0 Unstable angina pectoris 3 7
6 Male 62 Married Working I21.4x Acute subendocardial infarction with non-speciﬁc
localization
2 9
7 Male 55 Married Working I20.0 Unstable angina pectoris 4 4
8 Male 65 Married Retired I21.1 Acute Q-wave infarction inferior 3 6
9 Male 45 Married Working I21.4 Acute subendocardial infarction 7 10
0 Male 61 Married Working I20.0 Unstable angina pectoris 5 14
1 Male 62 Living alone Working I21.1 Acute transmural diaphragmal infarction 8 8
2 Male 56 Married Working I.20.0 Unstable angina pectoris 5 9r, respondent number; HDI, hospital day for interview; LOS, length of hospital stay.
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cluding the authors’ pre-understanding, naive reading and
tructural analysis, to formulate a comprehensive under-
tanding of the narrative. This interpretation was carried out
y the ﬁrst author but discussed and validated by the co-
uthors.
.1. Structural analysis
There was one overriding theme formulated: ‘‘aware-
ess that life is lived forwards and understood backwards’’.
rom this main theme, we derived two minor themes: (1)
truggling to manage the acute overwhelming phase and
) striving to obtain a sense of inner security. These
emes were discerned from the text during the structural
nalysis and are described in more detail in Table 2 with
e presented sub-themes. To illustrate the sub-themes,
eaning units are given as examples below.
.1.1. Struggling to manage the acute overwhelming phase
A diagnosis of ACS means that patients struggle to
anage the acute overwhelming phase including the
llowing subthemes: onset of life-threatening symptoms;
ar and anxiety; being taken by surprise; and experien-
ing life as a hazardous adventure.
.1.1.1. Onset of life-threatening symptoms. The cardiovas-
ular event causes different unpleasant symptoms, with
hest pain as the most frequent and dominant symptom:
. . .the ﬁrst pain was insurmountable, so to speak’’ (Respon-
ent 6). Chest pain intensity levels vary and were described
y patients as both ‘‘compressing’’ and ‘‘stabbing’’, with or
ithout radiation to arm and back. Other symptoms
entioned were breathlessness, sweating, fatigue and
air hunger’’ or out of breath, which could induce feelings
f panic: ‘‘. . .since you could not breathe properly, you got a
ttle panicked, actually’’ (Respondent 4). The symptoms were
haracterized as appearing either suddenly or gradually and
eveloping from being unpleasant to being excruciating and
fe-threatening: ‘‘. . .I had pain in my chest and became short
f breath very quickly, and it got worse and worse and worse
ntil this Saturday, then, then I realized it was something really
rong. The pain did not disappear’’ (Respondent 10).
.1.1.2. Fear and anxiety. Patients experienced fear and
nxiety associated with the cardiovascular event, which
ere linked to the onset of life-threatening symptoms,
such as chest pain. Fear and anxiety regarding ACS
could arise at home where the patients associated
their symptoms with some other less serious conditions:
‘‘. . .it’s probably side effects of my new blood pressure
medication’’ (Respondent 5) or ‘‘. . .you would hope for the
best that it is not the heart’’ (Respondent 7). A fear of death
begins to appear during admission to hospital: ‘‘And then
you become afraid that it will go ‘bang’ and then it will be over,
because you want to live happily, life is dear to you. You want
to see your children and grandchildren grow up’’ (Respondent
1). The fear and anxiety also occur once the patients have
been admitted to hospital. The patients felt that something
was wrong and they were afraid of losing control since
they were dependent of the healthcare professionals to
survive. These emotions were related to having to undergo
examinations and surgeries: ‘‘So, I hope they can ﬁx it with
the balloon burst. . .I would deﬁnitely not like them to open me
up’’ (Respondent 10).
3.1.1.3. Being taken by surprise. The ACS event involved an
element of surprise for some patients: ‘‘I wasn’t prepared
for a heart attack. I thought that it was a little sneaky, that it
would appear in that way without me having reacted more to
it’’ (Respondent 6). They felt that the onset of the illness
was unexpected, irrespective of whether they had a
previous history with cardiovascular disease: ‘‘. . .just that
I had a heart attack now, that was not on my map. I take so
much medication that I thought I was protected from getting a
myocardial infarction!’’ (Respondent 2) or not ‘‘. . .this was
not in my world of thoughts at all, that I should have a
problem with my heart’’ (Respondent 4).
3.1.1.4. Experiencing life as a hazardous adventure. Having a
diagnosis of ACS also meant that these patients realized the
unpredictability of life: ‘‘And, I mean, after you have had so
much pain, and then they’ve gone into the heart and done
something, and the pain decreases and may disappear, then
you know how fragile you are’’ (Respondent 1). Patients also
acknowledged the vital function of the heart: ‘‘. . .when a
heart attack strikes, it’s like ‘bam’ end. . . So, therefore, it’s
quite shocking if you, yourself, suffer from it’’ (Respondent 3)
or as another patient expressed: ‘‘A heart attack, then you’re
almost dead’’ (Respondent 12).
3.1.2. Striving to obtain a sense of inner security
The text discloses that these patients are striving to
obtain a sense of inner security, which we were able to
divide into the following subthemes: searching for and
processing the cause and its explanation; maintaining a
personal explanation; dealing with concern and uncer-
tainty; and having a readiness to negotiate with life-
pattern activities.
3.1.2.1. Searching for and processing the cause and its
explanation. The patients spent much time and energy
considering the causes and seeking explanations for their
disease. Heredity and several lifestyle factors such as
stress, smoking, obesity and poor health, were self-evident
as potential causes of the disease: ‘‘I strongly believe that
stress, ill health and not feeling well emotionally affect the
onset of the disease’’ (Respondent 1) or ‘‘So, I think it’s in the
able 2
ain theme, themes and sub-themes.
Awareness that life is lived forwards and understood backwards
Struggling to manage the
acute overwhelming phase
Striving to obtain a sense of
inner security
Onset of life-threatening
symptoms
Searching for and processing
the cause and its explanation
Fear and anxiety Maintaining a personal
explanation
Being taken by surprise Dealing with concern and
uncertainty
Experiencing life as a
hazardous adventure
Having a readiness to negotiate
with life-pattern activities
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A. Fors et al. / International Journal of Nursing Studies 51 (2014) 430–437434nes, so I’ve been thinking that perhaps it may end up like
is’’ (Respondent 8). These responses indicate that even if
e onset of the disease in the ﬁrst place was unexpected
r the patients, they may, after a brief period, reﬂect on
redity as a possible explanation. It was also noticed that
e patients experienced some unfairness: ‘‘. . .why is it that
n particular, have been affected by this. . .’’ (Respondent 3).
ost patients felt that it would help if they received an
planation, something to blame it on, even if they
ncluded that they themselves were to blame: ‘‘. . .yes,
t it’s a little easier actually if you get an explanation. . .I
n’t blame anyone else that I got this, it’s my own, my own
ult, so to speak’’ (Respondent 3).
.2.2. Maintaining a personal explanation. Patients had
eir own view of the onset of disease, wherein they
riﬁed cause and effect: ‘‘But then I understand that these
ree months have been very tight when it comes to stress on
y body’’ (Respondent 11). In a few patients, they seemed
 have a premonition that there was something going on:
ork has been stressful so I have felt within me that there’s
mething not quite right, this is wrong, something is not
ht’’ (Respondent 5). Some patients identiﬁed as a key
int that they themselves, rather than the healthcare
ofessionals, could understand and explain why they had
en affected by ACS: ‘‘Because then it feels like, now I, now I
me to the conclusion myself. . . Not that there’s a doctor that
lls me that this is due to this and this, instead this is what I
yself believe. . .’’ (Respondent 3). It was important for the
tients to form their own opinion: ‘‘I think it’s important to
brace your own model related to the disease because you
t so much information’’ (Respondent 12).
.2.3. Dealing with concern and uncertainty. Patients
ported a concern and uncertainty about the initial
ges, even before the patients knew the cause of the
mptoms: ‘‘. . .then I started to be suspicious, that it was
rhaps a little more serious than I had expected’’ (Respon-
nt 6). This could also be linked to when they were
mitted to hospital: ‘‘. . .I lay there on the bed, was tired,
d pain and could not relax. . .you feel an uncertainty’’
espondent 1). Patients were also concerned about how
ey would feel and what would happen after their
scharge from the hospital: ‘‘But I do not know how I will
act when I get home’’ (Respondent 8) or ‘‘. . .a heart attack
quite overwhelming, there are many questions circulating,
d it might not come up just when you are in it but it will
me later many times’’ (Respondent 9).
.2.4. Having a readiness to negotiate with life-pattern
tivities. The cardiac event was seen as an opportunity to
start life again: ‘‘. . .now I have the chance. . .to ﬁnd out as
uch as possible about how to avoid worsening the condition
 my blood vessels. . .I want to do what I can’’ (Respondent
). The patients saw opportunities, created conditions
d demonstrated a motivation to get started with lifestyle
anges: ‘‘I hope they do so I can quickly return and be able to
ep on with physical activity’’ (Respondent 6) or ‘‘The only
y now is to not smoke’’ (Respondent 4). Some patients
ere also adjusting to and focusing on returning to work or
her desired activities as soon as possible: ‘‘. . .I expect that
I will return to my work fairly quickly’’ (Respondent 6) or ‘‘I
plan to spend time and go out for walks with my children
. . .and as I feel know I would like to start work again’’
(Respondent 11).
3.2. Comprehensive understanding
The main theme from this study is formulated in the
metaphor of being aware that life is lived forwards and
understood backwards. In contrast to everyday life, ACS is
an event that sets this notion to the extreme as it leads to a
sudden awareness of life’s fragility. Patients with ACS seem
to have a strong need to link the past with the future to ﬁnd
an understandable explanation for their illness and, as a
result of the event, to optimize their health conditions for
the future. Our interpretation of the patients’ narratives
suggests that patients with ACS are processing the
perceived acute overwhelming phase at the same time
as they are trying to obtain a sense of inner security. Below,
this interpretation as well as the other themes will be
discussed thoroughly and in relation to other studies
within the research area.
4. Discussion
When struggling to manage the acute overwhelming
phase, patients reported a variety of symptoms, the most
common being chest pain, as reported previously (Berg
et al., 2009; Coventry et al., 2011; O’Donnell et al., 2012).
Chest pain, breathlessness and fatigue have a negative
inﬂuence on patient health and quality of life after
discharge from hospital (Roebuck et al., 2001). Consistent
with previous ﬁndings, the onset for most of the patients
during the acute phase was unexpected (Jensen and
Petersson, 2003) and caused concern and uncertainty
during hospitalization. These feelings have been shown
to persist after discharge from hospital (Bergman and
Bertero¨, 2003; Hanssen et al., 2005; Jensen and Petersson,
2003), and our study supports the ﬁndings of others with
evidence of concern and uncertainty during hospital stay
and at the post-discharge time. An early intervention
starting with a thorough dialog and discussion with the
healthcare professional may be beneﬁcial to reduce these
issues (Jensen and Petersson, 2003).
ACS was experienced as a hazardous adventure that made
the patients more aware of life’s fragility, and the onset of
symptoms was experienced as life-threatening. The symp-
toms induced fear and anxiety, which have been reported to
be inﬂuential factors, both during onset and during
rehabilitation after ACS (Frasure-Smith et al., 1997; Jensen
and Petersson, 2003; Roebuck et al., 2001). Patients who
rate their anxiety as high possess lower levels of belief
about adjusting their lifestyle in response to health threats
such as ACS (McKinley et al., 2009). Anxiety may also imply
an increased risk of in-hospital complications, but the
results are ambiguous (McKinley et al., 2012). The sub-
theme fear and anxiety implies an increased risk of losing
control since patients become dependent upon healthcare
professionals to survive. This perceived lack of control may
increase the occurrence of in-hospital complications
(McKinley et al., 2012). Alse´n et al. found that ACS tended
to
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ith a reduced perception of having control over the
isease. As part of the rehabilitation program to facilitate
ealthy behavior, one strategy is to increase patient
erception of personal control (Alse´n et al., 2010).
The diagnosis of ACS seems to imply a process where
he patients are striving to obtain a sense of inner security.
hey almost immediately start to reﬂect on the causes and
xplanations of their disease, which suggests that, during
he hospital stay, they are already prepared to consider
he cause of the onset and the consequences for their
ture. Most of the patients in our study were
nprepared for the disease onset, they were taken by
urprise, which often was related to being previously
ealthy or being on so much medication that they
onsidered themselves to be protected from an ACS
vent. During the onset of ACS, patients interpreted the
ymptoms as being related to something less serious
han the heart or as a side effect of their medication(s).
his raises the need to take into account patients’
otions of cardiac candidacy and their beliefs about their
ondition and treatment to improve health outcomes
fter an event of ACS (Banner et al., 2012; Lockyer and
ury, 2002). For healthcare professionals, this means
hat it is a prerequisite to share knowledge with patients
bout the illness to build a foundation for continued
ecovery and rehabilitation (Granger et al., 2009).
ttebring and co-workers emphasized the importance
f concordance between healthcare professionals and
atients with regard to the dissemination of information
bout their medication(s) to reduce the risk of confusion
mong patients about how to take their medication(s)
Attebring et al., 2005). A more focused approach on the
atient as a person seems to increase concordance
etween healthcare professionals’ prescriptions and
atients’ perceptions toward their cardiovascular med-
ation(s) (Calvert et al., 2012). Furthermore, it is
portant to consider the existence of gender-speciﬁc
ifferences in the experience and recovery from ACS,
hich is described in the literature as a disease that
sually affects men (Lockyer and Bury, 2002). This also
ighlights the importance of taking into account a
atient’s beliefs, from a gender perspective since ACS is a
ajor cause of mortality even among women.
Another interpretation of the narratives is that patients
lso negotiate with their life-pattern activities, such as starting
 exercise or setting other goals, such as returning to work
r other desired activities. This is important to keep in mind,
ince rehabilitation programs sometimes do not commence
ntil a couple of weeks after discharge. Furthermore, these
atients are reported to request support and follow-up
uring the ﬁrst weeks of discharge from hospital (Hanssen
t al., 2005), a period determined to be most distressing for
atients with ACS (Jensen and Petersson, 2003). This ﬁnding
upports the importance of initiating the rehabilitation
rocess during the hospital stay. Most of the patients in our
tudy were employed and aimed to return to work as soon as
ossible. In contrast, Bergman and co-workers found that
ome patients with ACS may be either unwilling or unable to
eturn to full-time work, which may be due to the fact that
ese interviews were performed after discharge from
hospital (Bergman and Bertero¨, 2003). In the present study
all interviews were collected during the hospital stay. There
is sometimes a risk that individuals distance themselves
from work once they are home, making it harder to return to
work. Moreover, patients’ own illness perceptions probably
inﬂuence whether they return to work after an ACS event
(Petrie et al., 2002), this further underlines the importance of
the need to support patients before discharge from hospital.
An understanding of the factors that inﬂuence patients’
choices may facilitate healthcare professionals in guiding
patients with ACS to the most appropriate cardiac rehabi-
litation (Wingham et al., 2006) and improve concordance
between healthcare professionals and patients (McKinley
et al., 2009; Wingham et al., 2006).
The sub-theme maintaining a personal explanation can
be interpreted as a cognitive representation of one’s illness,
which, based on the ﬁndings in this study, also seems to
include patients with ACS. The explanatory model can be
described as personal beliefs used to recognize, interpret
and respond to a speciﬁc illness experience, which helps
patients to cope with and understand both their illness and
disease (Kleinman, 1980; Leventhal et al., 1998). It can
affect patients’ choices of a future lifestyle, whether
healthy or not (McSweeney et al., 1997). An interesting
ﬁnding in this study is that some patients tended to rely
more on their own explanation of the disease rather than
the one given by the healthcare professionals. Hence, there
are apparent differences between the prescriptions of
various healthcare professionals, which are often general-
ized and associated with a diagnosis rather than each
patient’s explanatory model. As such, healthcare profes-
sionals need to acknowledge patients’ explanatory models
and develop a personal care plan based on these models.
Person-centred care has been shown to result in important
beneﬁts for patients and clinics in general, in addition to
meeting patient resources, motivations and needs (Dudas
et al., 2013; Ekman et al., 2012; Meterko et al., 2010).
5. Strengths and weaknesses
The present study was limited to a small sample size,
which is characteristic of qualitative methods. The purpose
of using the phenomenological hermeneutics approach
was to interpret experiences based on an in-depth analysis
of single cases rather than to generalize across a large
number of cases. The interviews were conducted by the
ﬁrst author or a RN afﬁliated with the research unit at the
hospital. Neither the ﬁrst author nor the RN had clinical
experience in cardiac care in hospitals; we assumed that
this might offer an unbiased interview process. While it is
less favorable that the interviews and sets of follow-up
questions were conducted by two different persons, the
interviewers gave the interviewees the same set of
instructions and commenced with the same opening
question, with similar follow-up questions as necessary.
In a qualitative study such as this, credibility lies in the
quality of each interview rather than the number of
samples; this was achieved by interviewing patients
of both genders over a large age range and with the use
of follow-up questions tailored to each speciﬁc story to
clarify the ﬁndings. All 12 interviews were conducted
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A. Fors et al. / International Journal of Nursing Studies 51 (2014) 430–437436ring hospitalization, ensuring that all patients were at a
ilar timeline in terms of generating their thoughts
out the disease, with a clear ability to recall the event.
When performing a phenomenological hermeneutical
terpretation we do not expect to ﬁnd one single universal
th, rather to search for possible meanings in a
ntinuous process. There is always more than one way
 analyze and interpret data and the results of this study
present one of several possibilities (Ricœur, 1976).
wever all possible interpretations are not equally
obable. In order to end up with such a truthful
terpretation of the narrative as possible all authors
scussed the themes and sub-themes and considered
mpeting interpretations until an agreement was
ached. All authors have approved the presented ﬁndings.
vertheless it is possible that other authors might have
und other perspectives or themes if they had been
volved during interpretation. The presented ﬁndings
emplify the experiences of patients with ACS, which can
rve as a basis for future intervention studies and further
alog in the clinical setting where applicable.
 Conclusions
The ﬁndings of this study highlight that patients with
S already, at a very early stage during hospitalization,
rm their own understanding of their illness and prepare to
stain their future health. The ﬁndings also indicate that
ese patients construct personal models to explain their
sease, which remain during their hospital stay and may
rsist even longer. To enhance the interaction between
althcare professionals and patients with ACS, we suggest
at healthcare professionals systematically consider the
tient’s perspective. This challenges healthcare profes-
nals to replace standardized teaching methods, which do
t always allow for individual or gender-speciﬁc differ-
ces. To move from knowledge to action, there is an explicit
d continuous need for future intervention studies aimed
 examining the effect of a person-centred approach in
veral diseases, not least in ACS.
knowledgements
The authors wish to acknowledge the patients parti-
ating in the study, the RNs Eva-Lena Andersson and
ivia Ale´n for help with coordinating the data collection
d the Centre for Person-Centred Care at University of
thenburg (GPCC) and the Research and Development
it, Primary Health Care, Region Va¨stra Go¨taland for
nding.
nﬂict of interest: None declared.
nding: This work was supported by the Centre for Person-
ntred Care at the University of Gothenburg (GPCC), Swe-
n. GPCC is funded by the Swedish Government’s grant for
rategic Research Areas, Care Sciences [Application to Swed-
 Research Council nr 2009-1088] and co-funded by the
iversity of Gothenburg, Sweden. The Research and Devel-
ment Unit, Primary Health Care, Region Va¨stra Go¨taland
Ethical approval: Ethical approval was given by the Regional
Ethical Review Board in Gothenburg, Sweden (DNo. 275-11).
References
Alse´n, P., Brink, E., Persson, L.O., Bra¨ndstro¨m, Y., Karlson, B.W., 2010.
Illness perceptions after myocardial infarction: relations to fatigue,
emotional distress, and health-related quality of life. Journal of
Cardiovascular Nursing 25 (2) E1–E10.
Attebring, M.F., Herlitz, J., Ekman, I., 2005. Intrusion and confusion—the
impact of medication and health professionals after acute myocardial
infarction. European Journal of Cardiovascular Nursing 4 (2) 153–159.
Banner, D., Miers, M., Clarke, B., Albarran, J., 2012. Women’s experiences
of undergoing coronary artery bypass graft surgery. Journal of
Advanced Nursing 68 (4) 919–930.
Berg, J., Bjo¨rck, L., Dudas, K., Lappas, G., Rosengren, A., 2009. Symptoms of
a ﬁrst acute myocardial infarction in women and men. Gender
Medicine 6 (3) 454–462.
Bergman, E., Bertero¨, C., 2003. ‘Grasp life again’. A qualitative study of the
motive power in myocardial infarction patients. European Journal of
Cardiovascular Nursing 2 (4) 303–310.
Calvert, S.B., Kramer, J.M., Anstrom, K.J., Kaltenbach, L.A., Stafford, J.A.,
Allen LaPointe, N.M., 2012. Patient-focused intervention to improve
long-term adherence to evidence-based medications: a randomized
trial. American Heart Journal 163 (4) 657–665.e1.
Clark, A.M., Hartling, L., Vandermeer, B., Lissel, S.L., McAlister, F.A., 2007.
Secondary prevention programmes for coronary heart disease: a
meta-regression showing the merits of shorter, generalist, primary
care-based interventions. European Journal of Cardiovascular Preven-
tion & Rehabilitation 14 (4) 538–546.
Coventry, L.L., Finn, J., Bremner, A.P., 2011. Sex differences in symptom
presentation in acute myocardial infarction: a systematic review and
meta-analysis. Heart & Lung 40 (6) 477–491.
Dudas, K., Lappas, G., Rosengren, A., 2012. Long-term prognosis after
hospital admission for acute myocardial infarction from 1987 to
2006. International Journal of Cardiology 155 (3) 400–405.
Dudas, K., Olsson, L.E., Wolf, A., Swedberg, K., Taft, C., Schaufelberger, M.,
Ekman, I., 2013. Uncertainty in illness among patients with chronic
heart failure is less in person-centred care than in usual care. Eur-
opean Journal of Cardiovascular Nursing (Epub ahead of print).
Dunckley, M., Quinn, T., McDonald, R., Dickson, R., Jayram, R., Wright, C.,
2007. Acute coronary syndromes and hospital care: patients’ experi-
ences. British Journal of Cardiac Nursing 2 (6) 285–291.
Ekman, I., Skott, C., 2005. Developing clinical knowledge through a
narrative-based method of interpretation. European Journal of Car-
diovascular Nursing 4 (3) 251–256.
Ekman, I., Wolf, A., Olsson, L.E., Taft, C., Dudas, K., Schaufelberger, M.,
Swedberg, K., 2012. Effects of person-centered care in patients with
chronic heart failure: the PCC-HF study. European Heart Journal 33 (9)
1112–1119.
Ellis, J.J., Eagle, K.A., Kline-Rogers, E.M., Erickson, S.R., 2005. Perceived
work performance of patients who experienced an acute coronary
syndrome event. Cardiology 104 (3) 120–126.
Frasure-Smith, N., Lespe´rance, F., Prince, R.H., Verrier, P., Garber, R.A.,
Juneau, M., Wolfson, C., Bourassa, M.G., 1997. Randomised trial of
home-based psychosocial nursing intervention for patients recover-
ing from myocardial infarction. Lancet 350 (9076) 473–479.
French, D.P., Cooper, A., Weinman, J., 2006. Illness perceptions predict
attendance at cardiac rehabilitation following acute myocardial
infarction: a systematic review with meta-analysis. Journal of Psy-
chosomatic Research 61 (6) 757–767.
Granger, B.B., Sandelowski, M., Tahshjain, H., Swedberg, K., Ekman, I.,
2009. A qualitative descriptive study of the work of adherence to a
chronic heart failure regimen: patient and physician perspectives.
Journal of Cardiovascular Nursing 24 (4) 308–315.
Hanssen, T.A., Nordrehaug, J.E., Hanestad, B.R., 2005. A qualitative study of
the information needs of acute myocardial infarction patients, and
their preferences for follow-up contact after discharge. European
Journal of Cardiovascular Nursing 4 (1) 37–44.
Jensen, B.O., Petersson, K., 2003. The illness experiences of patients after a
ﬁrst time myocardial infarction. Patient Education and Counseling 51
(2) 123–131.
Kleinman, A., 1980. Patients and Healers in the Context of Culture: An
Exploration of the Borderland Between Anthropology, Medicine, and
Psychiatry. Univ of California Press, Berkeley.
Leventhal, H., Leventhal, E.A., Contrada, R.J., 1998. Self-regulation, health,
and behavior: a perceptual-cognitive approach. Psychology and
Health 13 (4) 717–733.o contributed to the funding of the study.
LL
M
M
M
M
O
A. Fors et al. / International Journal of Nursing Studies 51 (2014) 430–437 437indseth, A., Norberg, A., 2004. A phenomenological hermeneutical
method for researching lived experience. Scandinavian Journal of
Caring Sciences 18 (2) 145–153.
ockyer, L., Bury, M., 2002. The construction of a modern epidemic: the
implications for women of the gendering of coronary heart disease.
Journal of Advanced Nursing 39 (5) 432–440.
cKinley, S., Dracup, K., Moser, D.K., Riegel, B., Doering, L.V., Meischke, H.,
Aitken, L.M., Buckley, T., Marshall, A., Pelter, M., 2009. The effect of a
short one-on-one nursing intervention on knowledge, attitudes and
beliefs related to response to acute coronary syndrome in people with
coronary heart disease: a randomized controlled trial. International
Journal of Nursing Studies 46 (8) 1037–1046.
cKinley, S., Fien, M., Riegel, B., Meischke, H., AbuRuz, M.E., Lennie, T.A.,
Moser, D.K., 2012. Complications after acute coronary syndrome are
reduced by perceived control of cardiac illness. Journal of Advanced
Nursing 68 (10) 2320–2330.
cSweeney, J.C., Allan, J.D., Mayo, K., 1997. Exploring the use of expla-
natory models in nursing research and practice. Journal of Nursing
Scholarship 29 (3) 243–248.
eterko, M., Wright, S., Lin, H., Lowy, E., Cleary, P.D., 2010. Mortality
among patients with acute myocardial infarction: the inﬂuences of
patient-centered care and evidence-based medicine. Health Services
Research 45 (5p1) 1188–1204.
’Donnell, S., McKee, G., O’Brien, F., Mooney, M., Moser, D.K., 2012.
Gendered symptom presentation in acute coronary syndrome: a cross
sectional analysis. International Journal of Nursing Studies 49 (11)
1325–1332.
Oterhals, K., Hanestad, B.R., Eide, G.E., Hanssen, T.A., 2006. The relation-
ship between in-hospital information and patient satisfaction after
acute myocardial infarction. European Journal of Cardiovascular Nur-
sing 5 (4) 303–310.
Petrie, K.J., Cameron, L.D., Ellis, C.J., Buick, D., Weinman, J., 2002. Changing
illness perceptions after myocardial infarction: an early intervention
randomized controlled trial. Psychosomatic Medicine 64 (4) 580–586.
Rayner, M., Allender, S., Scarborough, P., 2009. Cardiovascular disease in
Europe. European Journal of Cardiovascular Prevention and Rehabi-
litation 16 (Suppl. 2) S43–S47.
Register of Information and Knowledge about Swedish Heart Intensive
care Admissions (RIKS-HIA), 2007. Annual Report., www.rikshia.se.
Ricœur, P., 1976. Interpretation Theory: Discourse and the Surplus of
Meaning. Texas Christian Univ. Press, Fort Worth, TX.
Roebuck, A., Furze, G., Thompson, D.R., 2001. Health-related quality of life
after myocardial infarction: an interview study. Journal of Advanced
Nursing 34 (6) 787–794.
Svedlund, M., Danielson, E., Norberg, A., 2001. Women’s narratives during
the acute phase of their myocardial infarction. Journal of Advanced
Nursing 35 (2) 197–205.
The National Board of Health and Welfare, 2007. National Guidelines.
Insurance Medical Decision Support. , www.socialstyrelsen.se.
Timmins, F., 2005. A review of the information needs of patients with
acute coronary syndromes. Nursing in Critical Care 10 (4) 174–183.
Wingham, J., Dalal, H.M., Sweeney, K.G., Evans, P.H., 2006. Listening to
patients: choice in cardiac rehabilitation. European Journal of Cardi-
ovascular Nursing 5 (4) 289–294.
